Differential diagnosis of genital lesions must include venereal and nonvenereal dermatosis. Atypical manifestations of common dermatosis exclusively over scrotum pose diagnostic challenge and histopathology plays a crucial role in such cases.
PRESENT CASE
A 57-year-old male presented to the dermatology outpatient department with multiple pruritic skin lesions on scrotum for 2 years. The itching was moderate in intensity without diurnal variation. There was no history of extramarital sexual exposure. No history of any dermatosis. History of application of various topical over-the-counter products was present without significant improvement.
Cutaneous examination revealed multiple well-defined warty plaques with central ulceration having erythematous base and raised depigmented margins on the right side of scrotum [ Figure 1 ]. Regional lymph nodes were not palpable. Hair, nail, and oral mucosa were normal. No significant changes were seen in the perianal region. Differential diagnosis of lichen simplex chronicus, chronic plaque psoriasis, and keratoacanthoma was considered.
Investigations
Serum venereal disease research laboratory and HIV tests were negative. Complete blood count and urine routine reports were within normal limit. Biopsy was sent for histopathological examination.
Histopathological examination
Histopathological examination revealed moderately dense superficial perivascular infiltrate along with irregular epidermal hyperplasia centered around follicular infundibula and acrosyringia infiltrate which was denser around hyperplastic appendages and encroaching on them obscuring dermoepidermal (DE) junction. DE junction at those spots showed colloid bodies. Wedge-shaped hypergranulosis was seen within hyperplastic appendages. Follicular infundibula were dilated and plugged by compact orthokeratosis and corneocytes [ Figure 2a and b].
FINAL DIAGNOSIS-HYPERTROPHIC LICHEN PLANUS

Treatment given
In this case, intralesional steroid (triamcinolone 10 mg/ml) was given fortnightly.
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DISCUSSION
In the case discussed, lesions were suggestive of venereal disease, but there was no history of exposure, no other markers of STI and serology for HIV and syphilis were also nonreactive.
Nonveneral condition like lichen simplex chronicus, chronic plaque psoriasis, and keratoacanthoma was considered. Surprisingly, biopsy suggested hypertrophic lichen planus (LP).
LP is inflammatory, papulosquamous disorder affecting either or all of the skin, mucous membrane, hair, and nail. Hypertrophic LP is subacute or chronic variant of LP commonly affecting the pretibial region. Isolated hypertrophic lesions on the scrotum are rare phenomenon. [1] Although very rare, malignant transformation is possible. Majority of reported neoplasms have been histologically well-differentiated squamous cell carcinomas. [2] Two cases of keratoacanthoma in association with final diagnosis-hypertrophic LP have been reported. [3] Potent corticosteroid ointments are the mainstay of therapy for localized lesions of LP. In hypertrophic LP, intralesional injections of long-acting steroid (triamcinolone acetonide) are effective.
Calcineurin inhibitors such as cyclosporine, tacrolimus, and pimecrolimus have also been used in the treatment of LP. [4] LP runs the chronic course, and relapse is seen in 15%-20% of cases.
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